Dudgeon).
Dr. Cassidy said that Mr. Page and he had looked into the literature of carotid body tumours, of which about one hundred cases were recorded up to the end of 1927. In the following three of these cases a carotid body tumour was associated with syncopal attacks: (1) Knighton's case (New Orleans Med. and Sutrg. Journ., 1924, lxxvii, 237); (2) Cade's case (Westminster Hospital Reports, 1924, xix, 235-243);  (3) Boot's case (Ann. Otol. Rhinol., 1923 Rhinol., -24, xxxii, 1241 .
The exhibitors felt that operations for carotid body tumours should not be lightly undertaken, as the mortality of the operation seemed to vary between 25 per cent. and 30 per cent., and some of the patients who recoverea were 1Nft hemiplegic or with paralysis of the larynx or tongue. They had asked themselves what were the indications for operation; these tumours were generally symptomless and of slow growth for many years, but later on might undergo malignant change, though the degree of malignancy was not great and metastases were rare and, if present, local. Resection in a young subject with a short history might be contemplated, for there was a possibility of removing the tumour without ligation of the carotids, and even if ligation were necessary, the chances of hemiplegia or death were not so great as they were in patients over the age of 30, in whose case operation was not justifiablo in the absence of definite symptoms or evidence of rapid growth. Attended as out-patient, and re-admitted to hospital March 2, 1926, by which time the right apex had become fibroid with a large cavity below clavicle, and infiltration of inner portion of left apex; July 1, 1926, phrenicotomy by Mr. C. E. Shattock (avulsion could not be performed owing to position of the nerve), after which the sputum became less, the temperature more settled and moist sounds fewer. Discharged August 14, 1926, having gained 9 lb.; sputum, 5ij T. B. +. Subseauently began to go downhill with loss of weight, T. B. + +, and hfemoptysis of about 6 oz. in July, 1927. Again admitted to hospital in October, 1927, and thoracoplasty decided upon. The first stage of this operation was performed by Mr. Shattock on October 27. Ribs 5 to 11, inclusive, were resected to a total extent of 24 in. on right side, with little pain and no vomiting, but some general reaction. Afterwards the condition remained good, sputum decreased, and signs in left lung became less active. The second stage was done on November 24, 1 in. of the first rib being removed and 1i to 2' in. of ribs 2 to 4 inclusive. Sputum increased temporarily, but there was less reaction than after the first stage. Subsequently, cough and sputum both decreased, and signs of excavation became less apparent. The pre-operation temperature ranged between 980 F. and 100°F., increasing after the first stage for twelve days, and then falling to the former level. For a fortnight after the second stage the temperature averaged 97. 80 F. to 99°F. One month later it had fallen to within normal limits, at which it has remained. March, 1928, weight 8 st. 0 lb. 12 oz., general condition good, eats and sleeps well, weight steadily increasing, sputum steadily diminishing, on moderate exercise.
H. P., schoolboy, aged 16. Family History.-Mother and one brother died from pulmonary tuberculosis.
Past History.-July, 1925, school doctor found signs of pulmonary tuberculosis and patient was admitted to Brompton Hospital for twenty-one weeks. On admission to Mount Vernon Hospital in February, 1926, cough and sputum were present with T.B. +; weight 4 st. 6 lb. 8 oz.; involvement of upper two-thirds of the left lung with signs of excavation to third rib and pleural thickening, also involvement of inner third of right lung from apex to root. Temperature remained unstable and sputum increased to 5ij on slight exercise, with no satisfactory gain in weight. Ten months later the heart and aorta had become displaced to the left, the right side clinically becoming dry, the temperature more stable, the weight constant at 5 lb. and sputum less but T.B. still +. Twelve lipiodol injections were given at weekly intervals with only slight benefit. By October, 1927, the area of excavation had increased so as to involve the outer third of the upper right lobe, the right side remaining dry. Left thoracoplasty was thought advi able, and was performed by Mr. Shattock in two stages, one month intervening between each. Ribs 4 to 11, inclusive, were first resected, 17i in. in all, followed later by 1J in. taken from ribs 2 and 3, and ' in.
from the first rib. The condition after the first operation was excellent, the temperature returning to normal within a week with complete disappearance of sputum. After ten days the pulse-rate, which, before the operation, had for some time averaged 102 per minute, fell to a level of 68 per minute. Following the second stage there was more general reaction, but the temperature which was 1000 F. for two consecutive nights fell in five days to normal, and from that time to the present there has been no sputum. Present Physical Signs.-Left lung: dry fibroid creaking sounds. Right lung: few similar sounds posteriorly, probably conducted from left side. General condition remains good, patient eats and sleeps well, is afebrile and without sputum or pains. To correct the lateral scoliosis which is likely to occur as a result of growth, an appliance has been fitted to hold the head erect and so to keep the spine in as straight a position as possible.
Remarks.-In both the above cases thoracoplasty was decided upon since: (a) a fatal result was considered to be inevitable within a comparatively short time unless the rapid march of the disease could be checked; (b) the condition of the opposite lung presented no contra-indication in the shape of extensive disease, and (c) the general condition was not already one of advanced toxLemia. Ultimate success or otherwise largely depends upon whether the infective process on the less affected side can be brought to a standstill or not, by increase in general and local resistance induced by checking absorption of toxic products from the gravely diseased opposite lung as the result of thoracoplasty.
Discu8sion.-Sir HERBERT WATERHOUSE (President) asked whether Mr. Shattock knew of a case in which the operation had been done on both sides, not, of course, at the same time. If bilateral tuberculosis existed, was there any reason why the operation should not be done on one side, and later on the other? Scoliosis resulted in adult patients as well as in children.
Mr. C. E. SHATTOCK said that the operation which he performed had followed the usual lines. He had tried to avulse the nerve in the case of the woman, but it had broken. With regard to the boy, the second stage was difficult owing to the approximation of the first three ribs which followed the extensive collapse caused by the first stage in a young patient. The boy was wearing a supporting jacket to prevent the development of severe scoliosis. Phrenic avulsion was done under local anesthesia, through a transverse incision just above the clavicle. The skin incision was marked out before the patient's head was extended and turned to the opposite side. The left nerve was not so easy to find as the right, owing to its position and the proximity of the thoracic duct. Thoracoplasty was performed under gas and oxygen with a little ether. If more than a month elapsed between the stages, the divided ribs became fused and collapse did not proceed so fully after the second stage.
In answer to the President: he did not think it possible to do the operation on both sides in the same patient. The operation produced extreme collapse of the lung, which could be verified post mortem in cases in which the patients died some time after thoracoplasty.
Dr. HALLS DALLY (in reply) said he did not much like the operation to be performed on children, because of possible resulting deformity of the spine, but in this case the deformity was not great. The paravertebral route combined maximum compression with minimum disturbance.
Case of Total Transposition of Viscera. By J. F. HALLS DALLY, M.D.
A. J. E., AGED 25, labourer, admitted to Mount Vernon Hospital as a case of quiescent tuberculosis involving right upper and lowest lobes, and left apex. Sputum negative on nine successive examinations. Clinically he was thought to have total transposition of viscera which (so far as radiological evidence can go), was confirmed by the radiograms exhibited. Radiograms of a similar condition in a vwoman under the care of my colleague, Dr. Basil Price are shown for comparison.
Remarks.-Since the introduction of X-ray investigations, the condition appears far less infrequently than was previously believed. Recent figures state the relative frequency of discovery of transposition as follows: X-ray investigation, 1 in 1,400 cases examined; Post-mortem, 1 in 5,000; Dissecting room, 1 in 10,000; Physical examination, 1 in 35,000. The developmental causes are unknown. It is probable that total transposition is not limited to the thoracic and abdominal viscera, kidneys and adrenal glands, but may include all somatic structures. Health is not impaired
